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2.6ec, Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frar 
tion is concentrated 10-fold to obviate the pain anu 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimbleful of dosage for a handful of baby.” 
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the use of MM For whooping cough prophylaxis 
and treatment specify 
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and convenience 


in vitamin supplements 
for infants 


The new, unbreakable plastic ‘Safti-Dropper’ 
another Mead first in modern packaging— won't 
chip or break... even if the infant bites it 

even if twisted or bent. This improvement provides 
new salety and convermence in giving vitamin 
solutions directly into the mouth 


the preferred way. 


unbreakable 
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‘Safti-Dropper is available with 


POLY-VI-SOL / TRI-VI-SOL 


Six essential vitamins Vitamins A,O and Cc 


Clear, free-flowing and good-tasting, both 
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without coaxing and le ave no unpl isant altertaste. 


Stable at room t mperatures assuring the 


protection you presé ribe 


O6 cc Vitamial tamin | Ascorbu 
A 
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units | units 
5000 
units 


POLY-Vi-SOL 
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units 
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Available in 15 cc., 30 ce. and economical 50 ec. bottle 
with “Safti-Dropper’ individually sealed in sanitary 


phane wrapper. 
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Thiamine | Riboflavin | Niaci namie 
1 mg O8 meg 6m 


When you specify the Pfizer, antibiotic 
of your choice Stress Fortified with ’ 
the B-complex, C and K vitamins 


recommended by the National Research 
Council, be sure to write S | \* 
on your prescription 


antibiotics Stress —= 
with vitamins include: 


Teérramycin-SF 


Brand of oxytetracyc line with vitamins | 


CAPSULES 250 mg. 


Tétracyn-SF Copy Ib 


‘a Brand of tetracycline with vitamin 

CAPSULES 250 mg. 

ORAL SUSPENSION (fruit flavored) 


125 mg./5 ce. teaspoonful 


The minimum daily dose of each antibiotic (1 Gm. of 
Terramycin or Tetracyn, or 600,000 units of penicillin) 
Stress Fortifies the patient with the stress vitamin formula 
recommended by the National Research Council: 


Ascorbic acid, USP 300 mg Calcium pantothenate 20 me 
jamine mononitrate 


10 me itamin By. activity 4 meg 
lic acid 15m 


Riboflavin 10 mg. Fol id ‘ 
Niacinamicde 100 mg Menadione 
Pyridouine hydrochloride 2m (vitamin K analog) 2m 
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genic extracts for the diagnosis and 
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A pollen check list for your state and 
other literature sent on request. 


U. S. Government License No. 103 since 1929 
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Pasteur Medical Building 
N. LEE AVENUE 
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tioners.” 
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, pastoral charm, vacationer’s diarrhea... 
notent antibacterial, adsorptive, and protective actions. Soothes © 

. 


PROGRESS ON RHEUMATIC FEVER DETECTION 


widely used test for detection of RHEUMATIC FEVER' 


“The technical procedures involved in carrying out the 
test are exceedingly simple ... Except in cases of pure 
chorea, C-reactive protein is always present in the serum 
in acute rheumatic fever, and the amount present is more 
or less proportional! to the severity of the illness.” 


aids considerably in diagnosis of RHEUMATIC FEVER? 


“Difficulty in establishing the diagnosis usually arises in 
the milder forms of the disease.” Acute phase proteins, 
such as C-reactive protein, however, “can easily be tested 
for in the routine laboratory examination .. .” 


serves as guide to treatment of RHEUMATIC FEVER? 


“an extremely sensitive and reliable indicator of rheumatic 
activity ... Persistence of CRP in the blood during treat- 


ment with antirheumatic agents indicates inadequate sup- 
pression of the inflammatory process.” 


more easily interpreted than sedimentation rate* 


“an aid in deciding when inflammation has subsided .. . 
useful in following the course of rheumatic fever in the 
same sense that the erythrocyte sedimentation test is... 
but is more easily interpreted and has the additional ad- 


vantage that it is not invalidated by the development of 
congestion of the liver in heart failure.” 


as a sensitive test for activity of postcommissurotomy 
syndromes® 


“The C-reactive protein was found to be the most sensitive 
laboratory test for the postcommissurotomy syndrome and 
the most useful in management . .. The C-reactive protein 
test is suggested as a useful and sensitive test...” 


(C-reactive protein antiserum, Schieffelin) 


1. Wood, H. F., and McCarty, M.: Am. J. Med. 17: 768 (Dee.) 195 2. Adams, F. H.: J.A.M.A. 
156:1819 (Dee. 4) 1954. 3. Stollerman, G. H., et al.: Am. ‘i. Med. 15:645 (Nov.) 1953. 
4. MeEwen, C.: M. Clin. North America ( Mar.) 1955, to be published. . Elster, 5. K.; Wood, 
H. F., and R. D.: Am. J. Med. 17:826 (Dee.) 1954, 
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benefits 
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ABDEC DROPS give your youngest patients 
dependable multivitamin support, so important to 
optimal growth and development. A stable, 
nonalcoholic formulation—concentrated for easy 
administration— ABDEC DROPS mix readily with 
food, fluid, or formula, or may be placed 
directly on the tongue. There is no need for refrigeration. 
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SANCTUARY... 


Mass-protection from the muscular and spiritual havoc of para- 
This is the mission of poliomyelitis vaccine. 


Poliomyelitis Vaccine, Wyeth, is now licensed by the National 
Institutes of Health for broad clinical use. Available for private or 
public-health practice, this Salk-type vaccine has been found 
hy the Poliomyelitis Vaccine Evaluation Center to be both well 
tolerated and significantly protective. It is a result of the nation- 
ally synchronized endeavor to provide active immunization 
against all three of the recognized types of poliomyelitis virus. 


Supplied: Poliomyelitis Vaccine, Wyeth, vials of 1 cc., packages of 3 vials 
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PEDIATRIC REHABILITATIO 
Wits SreciA, EmMpruasis on Factors INVOLVED 
REALISTIC MANAGEMENT OF THE Cutt 
( EREBRAL TPALSY* 
oul \. Susca. Ph.D 
\ 
INCLUDING THE E-TIOLOGY Np INCIDENCE OF CERERI |’ 
AND THE MANY PROBLEMS [’RESENTED BY THIS NEU ROLO 
ONDITIO 

Cerebral palsy (“spasti and 
bye ciel ned a para line ile cof the 
diplegia illy i paral 1 thre ‘ 
due to organic change n the miantile bran TT is diffuse cle 
generation or atrophic lobar sclerosis, malformation unncl cle 
mental detects, and microscopic cellular alteration past é 
Is issociated it con i if ‘ 

Various portions of the infantile brain may be so affecte ‘ 
produce spasticity (cerebral cortex 1 lvement thet 
ments (basal vangla involvement ) itaxia nel 
(cerebellar damage), « rig t tre (diffuse 
\s early as 1853, Little publishe paper entitled Coy tl ture 
ind ‘Treatment Detor ti ‘ the Hu il | re 
the causes f uch bram lesior vere stated to le tet 
nature. Little believed that abnormal parturiti ft t 
ast Xia were contrifmting tactor Val the deve 
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of cerebral palsy. Osler, in 1889, studied 17 cases of cerebral palsy, 
and concluded that intracranial hemorrhage at birth was the cause. 
Since 1938, emphasis has been placed on birth injuries, including 
asphyxia, as the cause for the paralysis observed in children with 
cerebral palsy. 

Taste | 


Historical Aspects as to Obstetrical Causes of Cerebral Palsy 


Author Year Possible Cause 

1. Litth 1853-1862 Influence of abnormal parturi 
tion, difficult labors, premature 
birth, asphyxia neonatorum 

2. MeNutt 1885 Meningeal hemorrhage 

Freud, Sigmund 1897 Intrauterine disease 

4. Osler, Sir Wm 1889 Intracranial hemorrhage 

5. Guthrie aye 1913 Association of kernicterus with 
choretform movement 

6. Collier 1924 Pulmonary degeneration of neu 
rones to unknown caus 

7. Yannet and Zimmerman. 1935 Relation of icterus and cerebral 
sequellae 

8. Alpers and Marcovitz 1938 Birth injury may produce palsy 

9. Schreiber . 1938 Cerebral lesions considet 
genital may be due to asphyxia 

10, Penfield and Erickson 1941 Certain lesions of birt! and 
early infancy capable of pro 
ducing microgyria 

Il. Friedman and Courville. — 1941 Atrophic lobar sclerosis and 

12. Benda 1945 Supports birth injury idea; 
symmetrical paralysis may hav 


asymmetrical lesion 


Faber, in 1947, stated that factors causing cerebral damage in 
children could be divided into three groups, as follows : 

(1) Prenatal—especially abruptio placentae and placenta previa 
(2) Paranatal — especially anesthetics and sedation and induced 
labor. (3) Postnatal—such as measles, meningitis and pertussis. 

It is apparent, therefore, that a large number of factors may play 
a role in the etiology of cerebral palsy A study of the historical 
aspects as to obstetrical causes of cerebral palsy emphasizes this 
viewpoint easily (Table 1). 

The exact incidence of cerebral palsy in the United States was 
set forth by Levin, Brightman and Burth in 1952. They stated 
the incidence as 5.9 per 1,000 births, or 6 per 100,000 population. 


— 
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These figures could be made more accurate 1 physicians m all hos 


pitals would establish clinics for follow-up of infants who are apne 


or asphyxiated at birth, as these authors believed also that there 


was a definite correlation between cerebral palsy ind these tactot 


It is interesting, also, to note that such an me idence, i.e., 5.9 per 


1,000 births, is equal almost to the combined deaths from birth 
injury and anoxia at the Chicago Lying In Hospital, tor 1952 

Medical research has revealed that children with cerebral pats) 
t 


present unique problems in development, learning and 


ment. It is difficult to minimize to the greatest extent |» ssible 


each handicap of the child with cerebral palsy, and at the same tine 
to give that child the medical care, education and tramimng con 
sistent with each child’s specific needs This problem ts turther 


amplified in scope because of its relative newness in the field ot 


pediatrics 

Total care in the field of rehabilitation involves a team rather 
than one person. Physicians, psychologists, physical therapist 
ocqupational therapists, teachers, training supervisors and « sunsel 
ors—all are involved. However, rehabilitation requires not onl 
that each of these individuals participates actively, but also, one 
other—this person is the patient himself. This is true regardles 
of the age of the patient (other than those considered during 1m 
fanev). Furthermore, the physician, especially the pediatrician, 
must be prepared and willing to meet the patient more than half 
way, with all the optimism, emotional objectivity at d maturity at 
the pediatru ian’s command 

Additional important factors, which the pediatrician should check 
in his attempt to manage uch children, involve knowledge as to 
rehabilitation 


the preparation of the remaimuing members of the 


team. Teachers wor':ing with such patients should undet 


tand the 
psychopathology of the brain-injured child. The teacher's traiming 
hould include orientation in child development, as well as expert 
ence in teaching. The pediatrician should imterest himself in the 
goals of the teacher of his patient, and the pediatrician should help 
the patient develop interests and understandings pertaining to the 
world in which the patient lives 


To be complete, the team should include the tami 
bral palsied child The vreatest asset to the training ot uch a chi 


the obtam 


is his parents. The pediatrician should help 
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adequate knowledge and emotional stability regarding problem 
associated with the cerebral palsied child in the home. The pedia 
trician of the future will learn, as a result of this need, the merits 
of group counseling 

It is important that facilities for diagnosis be made available 
to each child with cerebral palsy. If this cannot be done on an 
individual basis, then the pediatrician should be able to reter tn 
patient to an adequate diagnostic center. Such a center will include 
neurologist, psychiatrist, opthalmologist, otologist and ote laryn 
gologist, as well as pediatricians, Furthermore, the pediatriciat 
should keep in mind the fact that a psychological examination, 1m 
volving only the 1.Q., does not portray the mental status of the 
cerebral palsied child who also has unusual sensory defects, ab 
normalties of perception, difficulties in communication and socia 
deprivations resulting from the handicap 

As a result of such problems, it 1s important that thorouy! 
evaluation of the child’s speech and hearing mechanism and lar 
yuage development be made by a competent speech pathologist 
known to the pediatrician, Such records will also aid in the periody 
re-evaluation of the child’s progress, and the extent to whuici 
1encies have been overcome 

\nother of the problems contronting the pediatrician | the 
attempt to classify the patient so that he may derive the fullest 
benefit from the educational program which the cerebral palsied 
child deserves. To enable the pediatrician to do this, the following 
flexible classification has been used, and cerebral palsied children 
grouped under one of the following five categories have derive.| 
greaest benefit (as a result) from their advisors: 

(1) The cerebral palsied child needing custodial care—(a) those 
wit’ severe mental deficiency who achieve only varying degrees 
of self-help; (b) those with severe mental deficiency, plus sever 
physical handicap, who achieve little; (c) those with severe phys! 
cal disability but with little mental impairment, who make most 
progress intellectually in their environment 

(2) The cerebral palsied child with mental retardation—thi 
group prohts from an appropriate curr ulum 


(3) The intelligent cerebral palsied child with severe or mode: 


Ag 
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ate physical handicap—this group includes the child with alert 


mind who has perceptual, conceptual or behavioral disorders 

(4) The cerebral palsied child with mild physical handicap—so 
few in number that special schools are not needed 

(5) The non-motor handicapped child with brain damage 
academic skill work will enable this group to participate partially 
in a regular school program. 

These are but a few of the factors involved in the realistic man- 
agement of the child with cerebral palsy. Pediatricians should 


serve two major functions in a program set forth to rehalnlitate 
cerebral palsied patients. First, they must screen the population 
and select the handicapped children; secondly, they should treat 
the acute medical problems of the child in the program, and follow 
that child and note his progress. The pediatrician should remem 
ber, above all, to treat the child as a “whole,” and this would im 


clude the cerebral palsied child's family 


I! PHE OBJECTIVES, PHILOSOPHY AND STRUCTURI 


REHABILITATION PROGRAMS FOR CHIILDRED 


Witu Special REFERENCE TO THE ROLE OF THE PEDIATRICIAN 


IN THE REHABILITATION AND PHYSICAL MEDICINE L’ROGRAM 


A program of rehabilitation, if well organized, may offer ad 
vantages not only for children suffering from cerebral palsy, but 
also to those suffering from medical, neuromuscular and ortho 
pedic conditions. The objectives of such programs are mainly 
three-fold : 

(1) To overcome the original handicap with existing accepted 
techniques ; 

(2) To assist the child to live a full life by teaching him to 
accept and adjust to his physical limitations; the pediatrician will 
play a large role here in that he must minimize for the patient 
and his family the disease, while keeping in mind the extent to 
which the individual patient may be “pushed"’ while making ad 
justments ; 

(3) To promote public understanding and acceptance of the 


handicapped and the concept of “total rehabilitation.” 
PI | 


The philosophy of the pediatrician, and those involved im re 
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habilitation generally should be based on the fact that the child 


with a phy sical handicap is firsta child whose hasic needs are those 


of anv child. The pediatrician should remember that handicapped 
children are part of a family unit. The family must be included as 
participants im any program designed to aid thet handicapped 
child 

Pediatricians serve to carry out the policies of a rehabilitation 
program by helping to diagnose the diseases involved, by evaluating 
the disabilities resulting therefrom, and by suggesting po ibilities 
for help which are available for the disease condition Phe pedia 
tricia should know exactly which condition require rehabilita 
tion, and which need in-patient and out-patient care For example, 
at the New York University elleyue Medical Center (Institute 
of Physical Medicine an Kehabilitation ), the following cliseases 
are given special rehabilitation ; 

(1) Neuromuscular conditions, such as poliomyelitis, cerebral 
palsy, muscular dy strophy, spina bifida and spinal cord lesions 

(2) Medical conditions, such a cardiac and arthritis conditions 

(3) Orthopedi conditions, including certain cong* nital deform 
ties and amputations 

The pediatrician who suggests a rehabilitation program to any 
patient suffering from one or mor of the above named conditions, 
should remember that follow-up and home care may be part of the 
task assigned to him later. At present, applications for service at 
New York University-Dellevue Medical Center are made by 
pediatricians, either by mail or telephone, so that the pediatrician 
may start treatment as soon as he thinks it is needed. Pediatricians 
serve especially to tal detailed histories regarding case needing 
rehabilitation. The pediatrician also examines the child in relation 
to the child's total health, deve lopmi nt, and needs, It is mteresting 
to note also that it is the duty of the pediatrician to supervise not 
only the medical or laboratory work-up in the rehabilitation pt 
gram, but also the patient's diet, medication, consulting records, 
operative or emergency treatment, and recommendations to othe: 
physicians 

The structure of the program in rehabilitation may be stated 
simply, by referring to the individuals involved and the dutie 


of each of these in the program (There are, at present, very few 
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programs in th United States that employ the necessary number 
of individuals), These are as follows: 

(1) Pediatrician—who supervises all medical and laboratory 
work-up, and evaluates all records of the patient which are sub- 
mitted by others in the program (Fig. 1). 

(2) Physical therapist—-measures ratige of motion of joints 
for contractures; gives muscle tests; evaluates child's abilities to 
perform the activities of daily living (“ADL”) 

(3) Nurse—evaluates child’s ability to periorm toilet and 
dressing ADL in bed and wheelchair. 

(4) Occupational therapist evaluates movements of arms in 
ADL. 

(5) Speech pathologist—tests peech and hearing 

(6) Psychologist and psychiatrist evaluate mental and emo- 
tional status of child 

(7) Ophthalmologist—tests visual acuity of child 

(8) Social worker—investigates s0 ial status of family 

(9) School teacher—-makes educational evaluation 

(10) Recreational director—reports on recreational needs ot 
child. 

When each staff member completes his report, then the pedia- 
trician, aided by a staff of physicians, suggests the rehabilitation 
possibility for the specific disability. The pediatrician 1s rapidly 
becoming the key figure in such a rehabilitation program involving 
disabled children, In Fig. 1, which shows the specific requirements 
of a pediatrician in a rehabilitation program, it will be noted that 
this phase of pediatrics require considerable time on the part of 
the pediatrician ; however, many ol the duties listed may be dele- 
gated to other pediatricians i the program, so that practitioners 


may continue office duties while participating in the work, 


111. CEREBRAL PALSY 


FurTHER Discussion INVOLVING ITS PROBLEMS AND MANAGI 
MENT INCLUDING MENTION OF CASES HANDLED BY PEDIA 


TRICIANS IN THE RECENT PAST AND THE C)BLIGATIONS OF 


PEDIATRICIANS IN REHABILITATION PROGRAMS 


One of the first problems to be dealt with by the pediatrician 
is that involving the parents of the cerebral palsied child. In early 


infancy, there 


ind non-cerebral palsi il | pediatrician i\ 


parent 


some pare nt 


care needed, in spite of the tendency on the part ol e parent 
to spend all their time with the handicapped child 

By the time the cerebral palsied cl Zt 3 year dA, the 
diagnosis 1 well established hie | ‘ es or 


other special eq 
careful that the 


pediatrician ilso 


portunity to how the parent | to participate ect the 
child’s rehabilitation by teaching him to use pplimanes 

The time soon arrive when the child 1 ec} ble t itter chool 
if his mental state warrants thi At this time, the pediatrician 1 
expected to help the parent relinqul hh the ire of the child t 
other Furthermore, the pediatrician 1 t prepare famibies t 
give up their child temporarily, 1 uch a child ts t tay at a 
resident traming center The pediats t] 


] the parent 


problems concerning t 


following case: “Carl, a y o. seve 


time, it 


Collie 


\t thi int. the parent re meaitterent t e tuture eu 
child, and make 1t cl that the the 
The pediatri i! ould remembe earl rel with 


family, that the cereb pa ‘ } ' or 
biological development tl ldres 
pare the parent t ect +} 

Another pediatt t t 
rarely left his house, because Robes ther ¢ 
pu h hi wheelchan |’ ted the « 
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reached the point where he 1 not 
and he told his pediatri that the lack tivit ’ 


illness was driving him out 
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of a case which confronted a practicing pediatrician who, of neces- 
sity, found himself with some cerebral palsied patients 

The pediatrician should avail himself of knowledge concerning 
the care being given at present to seve rely handicapped youngsters 
Too often, such children are pushed aside, and eventually they 
arrive at imstitutions which have little to offer As soon as the 
pediatrician knows whether the child 1s of the pre-elementary 
school level, elementary school level, or post-elementary level, he 
should channel that child to the best group available for that child's 
care, This is possible only if the pediatrician ts familiar with 
the specific condition from which the child suffers, plus the expecta 
tions he may have for that child's rehabilitation 

\t present, even pediatricians, along with the lay public, are be 
ing awakened to the acute need for adequate care ol handicapped 
children by the parents of these children. Some parents spend 
24 hours a day with then children, and they are keenly aware of 
the additional training needed by present-day pediatricians m the 
art of physical medicine and rehabilitation 

There are 24 hospitals in New York City today which care for 
orthopedically handicapped children. The care which may be ob 
tained in these hospitals varies from poor to ex« ellent. In most 
instances, there are an adequate number of beds available for such 
children Today, this ts due to the recognized fact that the best 
place for the handi¢ apped child is at home, and not in an institution. 
This includes also those patients who contract the usual minor 
medical problems which are suffered by all children 

One of the most important tasks of the pediatrician, 1m today’s 
rehabilitation program, is to acquaint himself with the problems 
of under-institutionalization. At times, because a child has not 
spent enough time m an institution, he returns home with a greater 
disability than need be. Such under institutionalization is usually 
due to the fact that the programming of such institutions 1s not as 
complete as it should be for the period of the patient's stay at that 
institution 

Pediatricians today tend to leave the care ol the orthopedi ally 
handicapped child to the orthopedist or physiotrist The pedia- 
trician should participate actively with his collegues in this phase 
of medicine, so that full benefit ts afforded the patient who is 
handicapped because of early brain mjuries 
Probably the greatest advance made today in this field is the 
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in the rehabilitation ot the handicapped 


inely, the contribution t uld be 
together, there is recognition Of the f c tive 
tient, along with his medical needs, and the patient es tu 
benefit from the work 

One fact which the pediatrician hould learn in hus at ts 1 
rehabilitate the disabled child is that muscles cannot be retra 
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ct his energy in 
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rehabilitation program 
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the field of medicine 
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ATYPICAL OSTEOGENESIS IMPERFECTA 


LopSTEIN’S DISEASE 


Hans Meyer, M.D.* 
Butlerville, Ind 

It is necessary, in the light of present information, to designate 
by the term osteogenesis imperfecta or ossium fragilitas a com- 
plex constitutional disorder of mesodermal origin 

The tendency to fracture is due to an osteoblastic defect in 
periosteal and endosteal bone formation leading to weakening 
of osseous structure. Since endochondral development of bone 1s 
unaffected, the linear process of growth is undisturbed.’ The 
blueness of the sclerotics has been explained as due to an abnormal 
thinness of that layer leading to increased translucency. Bronson* 
has offered contradictory evidence. The sclera is of mesenchymal 
origin 

Otosclerosis is due to a sclerotic change in the ossicles resulting 
in interference with transmission of sound waves across the oval 
window, 

Other changes which have been observed, but are not often 
mentioned, include laxity of joints, high, narrow, hard palate and 
extreme blueness of the tympanic membrane. The incidence of blue 
sclerotics is 50 per cent in families afflicted with the syndrome of 
osteogenesis imperfecta, while but one-third show the osseous de- 
fect. The noncongenital form is transmitted in the pattern of 4 
Mendelian dominant. The age of the patients, described here, 1s 
such that otosclerosis (conceivably latent) is lacking; however, 


they all have the common added finding of amblyopia. 
CASE REPORTS 


M. L. F., female, age seven years, is a patient at the Muscatatuck 
State School and was admitted on July 11, 1952. She is blind. 
There are fracture deformities of the right clavicle and both tibiae. 
During May of 1954, she suffered a fracture of the right femur 
with apparently minimal trauma. Her height is 43 inches, weight, 
40 pounds, head circumference (O.F.) is 19% inches. Serum 
calcium was found to be 13.5 mg. per cent and serum phosphorus 
4.7 mg. per cent. X-ray study showed bowing of the right femur 


*Clinical Director, Muscatatuck State School, Butlerville, Indiana 
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with classically thin cortex 


Fig. 1. Fracture deformity of lemur 
of medullary portion 


and ground-glass-appearance 


Fig. 2. Showing marked generalized osteoporosis and thinnes 


The bowimg of the temur ts due to old tracture 
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due to previous fractures. The skull films showed irregularity of 
ossification of the lambdoidal suture. Bone age was det rmined to 
be at the 4'4-year-level The patient's mental level was © years 
(Hays Binet). The ophthalmological consultant reported the pres- 
ence of microphthalmos with occlusion of the right pupil and 
retinal detachment on the left. The sclerae were not blue. (Fig 


1 and 2). 


Fig. 3. Showing wormian bone formation in lambdoidal suture 


J. R.F., the younger brother, was admitted on July 11, 1952 at 


the age of four years. He suffered a spontaneous fracture of the 
left femur during 1954, and the healing process was rapid. His 
height was 36% inches, weight 31 pounds, and the occipito frontal 
circumference of the head was 19 inches. The blood calcium was 
15 my. and the phosphorus was 4.2 mg. per cent X-rays of the 
long bones showed classically thin cortex and generalized osteo 
porosis. Skull film showed wormian bone formation. (Fig. 3). 
This child was found to have bilateral microphthalmus and cataract 

FE. A. F.. the mother of the two preceding patients, was admitted 
on July 11, 1952, at which time she was 41 years of age. She had 
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had eleven children of whom only five survived. It was thought 


that her own father had sired all of her eleven offspring. This 
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but this could not be verified. E. A. F. was 64 inches tall, weighed 
163 pounds, and had an occipitofrontal circumference of 21 inches 
Serum calcium was 16 mg. per cent and serum phosphorus wa 


3.1 mg. per cent 
DISCUSSION 


The diagnosis of atypical osteogenesis imperfecta is felt justified 
(lig. 4). The blue sclerotics are absent and the possible latence of 
otoscelerosis is indeterminate. 

The fragility of bones was noted when spontaneous fracture 
was found to develop in the two youngest family members. One 
other sibling, twelve years of age, showed radiologic changes con 
sistent with the diagnosis of osteogenesis imperfecta, but had never 
suffered a fracture. These changes included generalized osteo 
porosis of long bones, thinness of the cortex of long bones, and 
wormian bone formation in the lambdoidal sutures. This child 
is the only living male descendant, except for the youngest child, 
who has been discussed above. The condition does not appear to 
be sex-linked as the most severely afflicted is a female. The factor 
of incest, in the mechanism of transmission of the defect, requires 
further study. 

The author wishes to acknowledge the cooperation of Drs. H. 
F. Sudranski, H. E. Stadler and H, E. Rothring, consultants, and 
Dr. H. Leland, Director of Psychological Service. Mr. J. Calandro 
was responsible for the laboratory data and the roentgenograms 
Dr. Abraham Levinson, Chief of Staff, Children’s Division, Cook 
County Hospital, Chicago, Illinois, gave invaluable advice 
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CORTISONE THERAPY IN SYDENHAM’'S CHOREA 


REPORT OF CASI 


Donato T. Opone, M.D 
Puffalo, N. 


Introduction. In 1685, Sydenham described a disorder character- 
ized by irregular, rapid, abrupt, purposeless movements and called 
it “Saint Vitus Dance” in recognition of the fact that sufferers 
from these choreic “dancing” movements prayed to St. Vitus tor 
intervention. Later the disease was named for its deseritber 
Sydenham’s chorea 

Although chorea minor is usually considered as a maniestation 
(major) of rheumatic fever, there have been cases similar in all 
respects to a choreic attack reporte d as a complication in scarletina, 
pheumonia and mica les There have also been several cases ol 
acute chorea reported in association with pregnancy, representing 
either a reactivation of an old case, or, in some instances, an 
initial attack. The relationship of chorea to rheumatic tever has 
often been questioned because of the low incidence of rheumatic 


heart disease in these patients. Over 75 per cent of all cases of 


chorea, however, are either preceded or followed by other rheu 
matic fever manifestations, the “pure” case representing the ex- 
ception rather than the rule 

At the present time the etiology of Sydenham’s chorea 1s not 
known, although there are many theories, most of which are varia 
tions of two basic mechanisms. In the first, the possibility of a 
variety of hemolytic streptococcus which produces a toxin acting 
specifically upon the central nervous system, particularly the basal 
ganglia, is entertained. While this theory would bx helpful in ex- 
plaining why all rheumatic fever victims do not exhibit chorea, 
i.e., a different variety being the etiological factor, no such toxin 
has been isolated or demonstrated. The second mechanism, which 
is more generally accepted, is that chorea is merely another expres 
sion of the antigen-antibody reaction believed to be involved in 
the rheumatic fever process. This concept of the disease receives 
support from post-mortem findings of proliferative changes im the 
intima of the medium sized blood vessels of the brain which are the 


same as those found in other organs of those with rheumatic fever.’ 


Acute chorea is found, almost exclusively, in the five to fifteen 
year age group, with a maximum in¢ idence at eight years, Female 


are affected three times more frequently than males and, unlike 
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Huntington's chorea, a hereditary transmission has not been dem- 
onstrated. The attacks, which tend to recur and are often pro- 
longed, usually end in complete recovery Most frequently they 
consist of a triad of emotional instability, purposeless movements 
and muscular weakness." * 

Therapy. In the past the therapy of chorea has revolved about 
the removal of sensory and emotional stimuli which tend to in- 
crease the purposeless movements, e.g., bed rest, isolation, quiet 
and sedation, fever therapy in the more severe cases as it appears 
to shorten the course of the disease slightly, and other general 
measures, such as warm baths and packs, psychotherapy, and the 
use of barbiturates, chloral and other sedatives. With the advent 
of cortisone and ACTH, and the ceacept of their roles in stress 
and antigen-antibody reactions of the body ‘ these drugs were tried 
in rheumatic fever with the idea that they might interfere with the 
antigen-antibody reaction believed to be responsible for the Ase hoff 
body formation and resultant damage of the disease. Sinec that 
time, many series have been run on rheumatic fever patients, most 
of which have yielded fairly encouraging results. In one series’, 
eleven cases of rheumatic fever were given ACTH (30-100 mgm 
q6-8h for three days, then 40-00 mgm. for three days). Of the six 
cases representing initial attacks, two showed no residual cardiac 
damage, while three showed only equivocal evidence of mild cardiac 
damage. One case was not counted since the drug was withdrawn 
due to side effects. Of the remaining five cases with recurrent at- 
tacks, none showed any evidence of increased cardiac damage over 
that already present. Other series have shown similar results.” ‘ 
On the whole, the effect of cortisone and ACTH 1s reflected by a 
return of the erythrocyte sedimentation rate to lower or normal 
levels, a return of the electrocardiogram (I-KG) to normal limits, 
an improved clinical picture and the prevention of residual cardiac 
damage. Further evaluation of these drugs will be necessary, how 
ever, before any definite conclusions may be reached 

Regarding chorea as a manifestation of rheumatic fever, it is 
not surprising that cortisone (ACTH ) should be evaluated in this 
disease. Possibly the first attempts at cortisone therapy in chorea, 
occurred with the use of fever therapy, since this probably acted as 
a stress,* raising the level of adrenal secretion, So far, not many 


cases have been reported and the results have been conflicting In 
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beginning 


one series’ two cases were given daily doses of cortisone, 
days, then 


with 100 mgm. for three days, then 50 mem. for six 
mgm. for five days. Clinical evaluation revealed no change at the end 
of this regime. Other results have shown hortening of the course 
of the attacks." More extensive series must be studied under more 


standardized conditions ot dosage, and evaluation will be necessary 


before an estimate ot the efficacy ol this type ol therapy in chorea 


determined 


can be 
CASE REVORT 
of what appeal 


[he following case is presented as an exan tole 


thre course ofa 


to be a dramatic effect of cortisone i shortening 


choreic attack, with the full realization that such isolated accounts 


undet worly controlled conditions, have littl meaning m ¢ valua 


tion of cortisone therapy 
B. R.. an eight-vear-old Puerto Rican female, was admitted to 


the hospital on March 10, 1954 with a complaint ol purpose 


hand movements, rolling of the eyeballs, grimacing ind difficulty im 


writing and walking, all of six days’ duration. There was a history 


of an upper re spiratory infection three m mitt print to admussion 


but no symptoms referable to rheumatic tevet ra glomeru 
lonephritis could be elicited. This was the first attack of this nature 
with no history of convulsive seizures, epilepsy or other central 
nervous system disorders. The family history wa noncontributory, 


with no evidence of Huntington's chorea, or other neurological 
ciseases in the family Aside from the above met tioned movements 
physical examination re vealed no signs of a focus of infection in the 
ears, Nose oF throat The heart showed no enlargement t pereu 

sion. a sinus arrythmia, P, greater than A,, no thrills or murmut 

and a ventricular rate of 100. There was no pulse deficit, On 
neurological examination the deep tendon re flexes were found to be 
equal and active with a typical “hung up” patellar reflex. The 
superficial abdominal reflex was present and active, the pupils 
reacted to light, and no Babinski or [loffman reflex was elicited 
No muscle weakness was noted in the strength of hand grasp but 
no more accurate evaluation was made Phe child emotion: 
status did not seem abnormal, but no formal evaluation was made 
The child was well oriented. A hard, round, nodu or ma vil 


palpated just posterior to the medial malleolus of the left ankle, 
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and was found to be freely movable. Laboratory data at this time 
revealed the following : 
ESR (Cutler): 3/40 
RBC: 5,010,000 
Hb.: 12.5 gm. 
WBC: 8,050 with 56 per cent segmented polys, 3 per cent 
staffs, 38 per cent lymphocytes, 3 per cent eosinophils 
Chest X-ray: No cardiac enlargement 
EKG: Sinus arrythmia with no increased P-R interval or other 
abnormality. 
The admission diagnosis was Sydenham’s chorea. 
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Hospital Course. The patient was placed on bed rest and fol- 
lowed with sedimentation rates and blood counts. (See Fig. 1.) 
On the sixth hospital day a course of cortisone was started, the 
initial dosage of 200 mgm. being reduced by 25 mgm. about every 
ten days. (See Fig. 2). At this time prophylactic dosages of 
900,000 units of Bicillin were started daily. On the twelfth hospital 
day (sixth cortisone day) all clinical evidence of the choreic move- 
ments were absent, making the total length of the attack (clinical) 
eighteen days. On admission and during the entire hospital course, 
the only febrile episode occurred on May 7, 1954, when a mild 
upper respiratory infection occurred. (Temperature: 101° F.). 
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This disappeared rapidly when treated with procaine penicillin 
(600,000 units). A moon facies was noted soon after the onset of 
the cortisone therapy and is still present, but there has been no 
evidence of increased water retention or systolic hypertension 
(pressure has never risen over 120 mm. Hg.). KCl (gr. xv) has 
been given daily with the cortisone to minimize potassium loss 
The ESR showed a steady decline from a peak of 80 mm. per hour 
(March 15, 1954), to 32 mm. per hour (April 19, 1954). A second 
elevation of the ESR began at this time, reaching another peak at 
70 mm. per hour (May 10, 1954). A dosage level of 50 mgm. of 


edisentetion 


Hos Pires vay 
Maacn APRia May 


cortisone was being given at this time. This was again increased 
to the 125 mgm. level and the ESR again fell, this time to within 
normal limits (20 mm. per hour). Following two successive drops 
in dosage to the 75 mgm. level, the ESR again rose, reaching the 
present level of 50 mm. per hour (See Fig. 2). So far, with the 
exception of a soft functional murmur over the pulmonic area 
heard on one occasion, there has been neither clinical nor electro- 
cardiographic evidence of a heart lesion. The nodule felt on the 
left ankle at the time of admission is still present. At the present 


time, it is thought to be a fibroma rather than a rheumatic nodule 
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Stool and urine studies have failed to show any evidence of para 


sites or urmary tract infection Studies of the paranasal muses 


and a urine culture are still pending at this time. Physical exann 


nation at the present time ts ¢ ssentially negative The child is still 


hospitalized and under cortisone therapy (75 mgm. per day ) 


DISCUSSION 


The total duration of the choretform movements in this case was 
eighteen days, the last six of which the patient was on cortisom 
therapy. Since the reterences consulted’ " ™ give the usual dura 
tion of an attack before spontaneous recovery as six to eight week 
it is felt that the cortisone therapy was respon ible for the early 
remission of symptoms 

At present, based on our know ledge of the etiology of rheumatn 
fever and chorea, the mechanism of action of the adrenal corti 
costeroids, and the principles underyling antigen-antibody reaction 
in general, any discussion of the effects of cortisone on « horea must 
be on a highly theoretical basis. One rationale for the use of corti 
sone (or ACTH) in chorea or rheumatic fever ts based on the 
assumption that both are manitestations of a bacterial allergy (5S 
hemolytu us) and that the cortisone acts by blo king the antigen 
antibody reaction involved. If this assumption ts accepted, then 
the sedimentation rate can be interpreted as a rough reflection of 
the rate at which the allergic process is progressing, since It Is 
determined primarily by the proportions of fibrinogen, albumen 
and globulin in the blood. Thus, if the cortisone blocks the antigen 
produced by the streptococcus, intibody formation will decrease, 
the gamma globulin fraction of the blood assoc ited with antibody 
formation will decrease, and this would cause a similar decrease 
in the ESR . This is, naturally, dependent upon the absence of 
factors which would increase the albumin and fiberinogen tactors 
(e.g. infection ). 

In the graph (Fig. 2) of the E> R. and cortisone ¢ 
it may be noted that the elevations of the -.S.R. oceur on the 
dosage levels and are counteracted by increasing the dosage. It 1 
felt, therefore, that these “ scapes” of the E.S.R. are due to u 
adequate blood levels of cortisone, either from inadequ ite do age, 


adrenal gland suppression, or both 
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Attempts at gauging effective dosage levels of cortisone and 
ACTH by means of the eosinophil count have been studies by 
Thorn” and Randolph.“ The average eosinophil count in either 
child or adult is of the order of 200 cells pet cubic millimeter. If 
the eosinophil count 1s taken four hours following the morning 
dose of cortisone for the first three or four days of therapy, the 
eosinophil decrease is usually found to be of the order of 50 per 
cent. The validity of this test as an indication of adequacy of 
dosage, however, has heen challenged. In one series ~ in Canada 
involving fifty-six cases composed of rheumatoid arthritics and 
those suffering from bronchial asthma, it was found that the ma- 
jority of patients treated showed clinical improvement with or with- 
out a decrease in eosinophils. This same study found that the 
esoinophil count is also subject to such a wide normal variation 
(30 to 250 cells/mm.*), that the clinical rule that a count of less 
than 30 eosinophils per cubic millimeter 1s indicative of adequate 
dosage levels is a questionable one. 

Uric acid—creatinine ratios and urinary excretion of 17 ke- 
tosteroids have also been employed in the evaluation of dosage 
levels. However, the former is not a very accurate measure and is 
subject to many variations from individual to individual, and the 
latter requires too much time and skill to make it anything but a 
research tool, although it 1s an accurate measure. 

It is interesting to note that ACTH has been shown" to be a 
stronger eosinopenic agent than cortisone. Also, if cortisone is 
administered at a fixed dosage level for a per iod of three to twenty- 
three days, the eosinophil count begins to “escape” or rise, but 
this will not occur when ACTH is used. Moreover, it has been 
observed that if a second course of cortisone is begun shortly after 
the first, the eosinophil decrease caused by the second course will 
be less than the first Since the escape phi nomenon does not occur 
with ACTH, it would seem that it represents a suppression of the 
adrenal cortex by increased cortisone blood levels. This may also 
account for the escape of the sedimentation rate noted in the above 
case history. 

Since administration of ACTH would theoretically suppress the 
pituitary by producing high cortisone levels, it is necessary to pos- 
tulate that the pituitary depressant effect of ACTH working 
through the adrenal is much less effective than direct inhibition of 


‘ 
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the pituitary by the adrenocortical hormone hi 


, Jlained by assuming that blood levels ot ACTH reached during 
| 


therapy drive the adrenal cortex at a maxi il rate and that the 


ACTH derived from pituitary secretion during ACTH. therapy 


plays no role in determining adrenal output. The exact mechanism 


of the es ip phenomenon 1s, however, not known 
rH has been shown to exhibit no decrease in 
eosinopenic effect, if ould appeat that its use might prove very 
helpful in maimtaming high cortisone levels in chorea when us 
alone or in conjunction with cortisone By minimizing the factor 


of adrenal suppressiol the d sap levels mm the blood w uld also 


tend to be more stable. In one series”, ACTH and cortisone were 


given in ratios ranging fr 1:1 to 1:3 every sia hours to six 
children between the ages of seven and thirteen with chorea minot 
It appeared that maximum benefit occurred as the ratios ap 
proached ] 1 and that a « mbinaty of the two drug was more 
effective in causing a cessation ol symptor than was reported m 
other series in which the drugs were used alone. Lhe re ults on 


so few cases were not felt to be considered conclusive 

As noted above, the case ol pure chorea 1s not v common 
Since, in the case pre ented. the sedimentation rate | remained 
elevated over a long px riod of time after subsidence « ptoms 
and the white blood count reve ils a typ il leucocyt 1 SAAR) to 


25.000 cells/mm.*) with a predominance of neutrophi (lig. 1), 


it is thought that there has been a1 underlying rheumatic proce 
occurring. It is not unreasonable to assum that the cortisone 
therapy has suppre ed other rheumatic manilestation uch a 


carditis or a migratory arthriti 


SUMMARY 


‘| his Case 


Sion of clinical maniestations of Sydennh chorea under 
one therapy. It is felt that a ide from relief of sympt cortisone 
also acts to suppre further damage from an underlying eumats 


proce 5s. 
| ere still appeal to he need la yorator test wh h 
will reflect the adequacy of dosage levels, in ACTH an r corti 


sore theray Vy, with speed and accuracy, by a reasona 


technique 


uld he ex 
= 
at 
- 
nresented a n example of a fairly rapid reimis 
role 
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combinations of 


In order to determine the role of the adrenal hormones in 


chorea, it will be necessary to have many more series compiled 


under more standardized conditions of dosage levels. The use of 


ACTH and cortisone should be evaluated further. 
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Buffalo General Hospital. 


OxyceEN AND RETROLENTAL FIBROPLASIA: A Seven YEAR 


Survey. (Lancet, 2:258-260, Aug. 7, 1954). The relationship 
between the use of high oxygen concentrations in the treatment 
of premature babies and the development of retrolental fibroplasia 
has been widely discussed. This paper records the disappearance 
of the disease from two nurseries for premature infants in Man- 
chester and relates this change to restriction in the use of oxygen. 
During the past seven years 83 cases of retrolental fibroplasia oc- 
curred in these two nurseries. Thirty-six of these children have 
permanent changes, and 21 are blind. Since October, 1951, the 
amount of oxygen used for each infant has been severely restricted. 
Since November, 1951, there has been no case of blindness due 
to retrolental fibroplasia. The incidence of incomplete and tem- 
porary changes has been similarly reduced. These observations 
confirm the important role that oxygen plays in transforming a 
rare sporadic disease into a major cause of blindness. The authors 
are satisfied that the elimination of the disease by restriction in 
the use of oxygen can be achieved without detriment to the sur- 
vival rate.—J.A.M.A. 
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THE USE OF CHLORPROM AZINE AS AN 
ANTIEMETIC IN CHILDREN 


Lours A. M.D. 
Abington, Pa 

Although several reports have appeared on the use of chlor- 
promazine (Thorazine® ) in the treatment of nausea and vomiting 
in adults' 23. none have yet appeared on this use i children 
There are undoubtedly several reasons tor this, not the least ot 
which is the fact that vomiting in children rarely 1s prolonged 
Moreover, chlorpromazine, until recently, was not available even 


for investigational use in dosage forms especially suitable for 


children. 
Still, vomiting can be alarmingly persistent im such infectious 


states as gastroenteritis, acute ton ilitis and various viral m 


fections ; the loss of water and electrolytes weakens the child and 


retards recovery. Moreover, the parents become exceedingly dis 


traught when they find that the child cannot retain even fluids 
Consequently, it seemed worthwhile, when chlorpromazine was 
made available for investigational use in syrup and suppository 


form, to evaluate its usefulness as an antiemetic im children 


MATERIAL AND METHOD 


This series consisted of forty-eight children with vomiting se« 
ondary to acute gastroenteritis, tonsillitis and nonspecific infections 
presumably of viral origin All patients were seen in the office of 
in their homes. Table 1 indicates the number of children in each 


diagnostic group, as well as the age ranges 


Taste | 


Diagnosis No. of Children 


Acute gastroenteritis 15 } mont to &® years 
Tonsillitis 11 2to 8 year 

Virus infection 21 1% to 12 years 
Roseola 1 2 yeat 


48 } months to 12 years 


The parents of these children, when told of the proposed evalua 
tion, agreed to cooperate by reporting later whether the drug 
helped relieve their child's distress Each was given a supply of 


chlorpromazine, in syrup or suppository form, and asked to keep 
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a careful record of the number of doses administered and to note 
when the child ceased vomiting and was able to retain fluids and 
solids. When these data were collected, they were compared with 
a typical patient response established in children, selected at ran- 
dom, who had received no chlorpromazine. Without such ref- 
erences, interpreting data on such a series would be meaningless 
because of the self-limiting nature of these illnesses. Specific 
therapy, including antibiotics and sulfa drugs, of course, was given 
when indicated. The testing of throat smears and stool samples 
was deemed unnecessary. 

Thirty-nine of the children were treated with suppositories ; 
nine with syrup.* In one child, who developed diarrhea, it was 
necessary to shift from the suppository to syrup on the second day 
of treatment. Children under six usually received the 25 mg. 
suppository, while those over six were given a 50 mg. suppository 
made by cutting a 100 mg. suppository in half. The usual dosage 
of syrup was one teaspoonful (10 mg.) t.i.d. or q.i.d. The parents 
were instructed to continue the medication until the symptoms of 
nausea and vomiting were relieved. Thirty-four of the forty-eight 
children received penicillin, tetracycline, sulfas and salycilates in 
conjunction with chlorpromazine. 

RESULTS AND DISCUSSION 

The nausea and vomiting accompanying gastroenteritis, tonsil- 
litis and other infections were controlled to an impressive degree. 
In nineteen of the thirty-nine children treated with suppositories, 
one application sufficed to stop vomiting. Most of the remaining 
children, including the nine treated with syrup, were relieved of 
nausea and vomiting within the first day of treatment, that is, on a 
dosage schedule of suppositories twice daily or syrup (10 mg./5 
cc.) three or four times daily. And, although their child was 
asymptomatic, some of the parents continued the medication 
throughout the second day. Some continued it until the third 
day, explaining that it was “just for good measure.” 

In two of the forty-eight patients results with chlorpromazine 
were unsuccessful. One, in whom vomiting was arrested, con- 
tinued to complain of nausea. In the other, vomiting persisted, 


~ *The suppository and syrup forms of chlorpromazine (Thorazine@}) were supplied for 
investigational use by Smith, Kline & French Laboratories, Philadelphia, Pa. 
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although the bouts were not as frequent. It is felt that in this last 
case the situation was complicated by spasmodic coughing. 

In children who did not receive chlorpromazine, nausea and 
vomiting frequently persisted for as long as 48 hours, sometimes 
longer. And while therapy with antibiotics and sulfas may have 
contributed to nausea and vomiting in some children, it is doubt- 
ful that it contributed appreciably since most of the children had 
received these drugs previously and tolerated them 

Drowsiness was noted to some degree in nearly half of the 
patients. Ordinarily, the sedation would be considered a side-effect, 
but in these cases it was beneficial. No untoward reactions were 


observed. 
CONCLUSIONS AND SUMMARY 


1. Chlorpromazine (Thorazine®) in syrup and suppository 
forms was administered to forty-eight children suffering from 
nausea and vomiting secondary to gastroenteritis, tonsillitis and 
various infections presumably of viral origin 

2. Results of treatment, compared to that in untreated children, 
indicate that chlorpromazine is a highly effective antiemetic and 
is safe for use in children. 

3. Drowsiness, occurring in 42 per cent of the children, was the 


only side effect noted. It was considered a definite therapeutic ad- 


vantage in treating children for the ailments described. 
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DEPARTMENT OF ABSTRACTS 


KitsewetTrer, W. B.; Necson, P. K.; PALLADINO, V. S. and 
Koor, C, E.: Neonatar (Journal American Medical 
Association, 157; 1281, April 9. 1955). 

In a series of 32 infants and 14 older children with congenital 
sternocleidomastoid tumefactions and/or torticollis, there was a 
high incidence of obstetric abnormalities. It is felt that these were 
the result of a prenatal lesion and not the causative factor in the 
torticollis. Surgical resection, particularly when done early in life, 
can be expected to produce good results in practically all cases. 

AvuTHor’s SUMMARY. 


Janeway, C. A.: Pepiarric Researcu IN THE AGE OF THE 
ComMON MAN ANbD THE ExcerTionaL CuiLp. (Journal Ameri- 
can Medical Association, 157: 1289, April 9, 1955). 

If this talk has any message, it is a plea for the whole, for the 
recognition that research is part and parcel of the total academic 
medical enterprise. To the extent that this new type of support 
for what medical schools are doing undermines the basic academic 
principles of tenure and freedom, to the extent that it forces med- 
ical research into channels where lay people think it ought to go 
rather than allows it to flow where the ground swell of basic scien- 
tific advance and the imagination of free and creative investigators 
takes it, it can hurt medical education and the very cause for 
which the funds were obtained, the promotion of health and the 
conquest of disease. I do not personally believe that this is neces- 
sary or inevitable, but rather that, with sufficient thought and 
effort on the part of those concerned with university administra- 
tion on the one hand, and those involved either as administrative 
officers or as advisors to the foundations and the governmental 
agencies on the other, policies and practices can be evolved to 
make the wisest use of the extraordinary vitality and energy that 
has created these vigorous new institutions. 

SUMMARY. 


Scuenck, H. anp Leper, S.: Hernia as a Cause or Conic 
IN Inrancy. (New York State Journal of Medicine, 55:1467, 
May 15, 1955). 
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1. The term colic denotes a symptom caused by paroxysmal 

' abdominal pain. Many reasons tor colic have been cited, both 
functional and organic. 2. Among the organic causes appendicitis 

and intussusception are invariably mentioned, whereas inguinal 

hernia is almost never listed as an etiologic factor 3 Kleven 

cases are reported which illustrate that inguinal hermia may cause 


colic in infancy. The colic was produced by repeated bouts o1 


incarceration, and the symptoms in every Case cea ed and did not 
recur following surgical repair of the hernia. 4. In investigating 
the cause of colic in infants, inguinal hernia should always be 


borne in mind. When present, the hernia should be repaired 


surgically since the attacks of colic may be due to periodic incar- 
ceration. 5. One should not be satisfied with one or two nega 
tive examinations for hernia in colicky babies. Mothers should 
be alerted to the possibility of this condition as a cause ot colic, 
and their observations should be respected, since they are gen 
erally excellent observers. 6. In enumerating the cause of colic 
in infants more emphasis should be given to inguinal hernia as 
an organic cause since this condition ts far more common in early 
infancy than is either appendicitis or mtussusception Further- 
more, inguinal hernias become incarcerated much mort frequently 
in early infancy, at which time the incidence of “idiopathic colic” 
and “unexplained crying” in babies 1s highest. 7. The morbidity 
and mortality resulting from surgical repair of inguinal hernias 
in infancy is minimal. All of our cases left the hospital on the 
day following operation, and the course was uneventful in each 
instance. 8. By constantly isolating and correcting definite causes 


, for colic in infancy, it is hoped that the term “idiopathi " will be 


lowered to an irreducible minunum 


AuTHOR'S SUMMARY 


R. S.; M. G. RENDLE-SHORT, J 
A ConTROLLED INVESTIGATION OF THE Errect or Dirt on ACUTE 
Nepueritis. (Archives Disease in ¢ hildhood, 29:551, Dec. 1954). 

Forty-two children, aged from 2 to 14 years, suffering from acute 
nephritis, were allocated by the random sampling method to one 
of two dietary regimes, severe protein restriction and the normal 
ward diet. No case was observed for less than a year; the average 


period of observation was over 2% years. The two groups were 


; 
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shown to be statistically comparable. Strict criteria for “healing” 
were laid down. There was one death in the low-protein group. 
In the remaining children no significant difference in the rate of 
healing was observed. We concluded that we had been unable 
to demonstrate any advantage in protein restriction. 

AUTHORS’ SUMMARY. 


STernBACH, H. L.; Rosenperc, R. H.; GrossMAn, M. AND 
Netson, T. L.: Tue PotrentiaL HAzArp or ENEMAS IN Pa- 
TIENTS WITH HirscHsrruNG’s Disease. ( Radiology, 64:45, Jan. 
1955). 

Severe reactions and deaths have occurred not infrequently in 
patients with Hirschsprung’s disease during or immediately follow- 
ing administration of an enema, The cause of these reactions has 
not been conclusively demonstrated, but some evidence has been 
provided to suggest the possibility of water intoxication due to 
rapid absorption of water from the colon. It is also possible that 
reflex cardiac inhibition and shock may be produced by abnormal 
distention of the colon. It is recommended that isitonic saline solu- 
tion be used in ene:na studies in patients in whom Hirschsprung’s 
disease is suspected. It is also recommende. that the smallest 
amount of solution necessary be introduced under low pressure, 
and that as much as possible of the fluid be recovered after the 
procedure has been completed. Five cases are reported. 

AUTHORS’ SUMMARY. 


GREENBERG, M.; Aprtenaum, E.; Peccirrert, O, AND EISEN- 
STEIN, D. T.: MEASLES ENCEPHALITIS. TREATMENT WITH GAMMA 
GLoBULIN. (Journal Pediatrics, 46:648, June 1955). 

(1) Over a period of 5% years there were observed 159 patients 
with measles encephalitis under the age of 15 years. Of these, 51 
were treated with gamma globulin and 108 were not. (2) About 
25 per cent of the children died or developed permanent sequelae, 
and the percentage was the same in the two groups. (3) No 
significant differences in results between the treated and the un- 
treated were found when comparisons were made by age groups or 
by emount of treatment or by severity of case, irrespective of 


whether the difference was based on deaths or sequelae or both. 
(4) Gamma globulin has no value in the treatment of measles 
encephalitis. Autnors’ SUMMARY. 
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Mastansky, E. Anp N.: Factors RELATED TO 
UNDERWEIGHT IN A SELECTED Group or 100 Cutcpren IN New 
York Ciry. (American Journal Public Health, 45:1054, Aug. 
1955) 

We have reported on our experience with a group of 100 under 
weight children whose growth patterns were studied at the nu 
trition clinic. We found this physical syndrome constituted a prob 
lem to the mother, child and community regardless of its clinical 
significance. Diet education alone, in the conventional sense, could 
not resolve the problem. Inaeed, it often heightened the mother’s 
anxiety about her underweight child. A search for more effective 
ways of dealing with the problem led to the exploration of some 
of the conditioning factors. Ignorance and economic pressures 
undoubtedly were involved, but it is difficult to evaluate to what 
extent, for often they were complicated by physical and social ills 
that impaired the mother’s capacity to function adequately. What 
emerges most clearly from our study is that most of these chil 
dren presented eating problems that began in infancy or early child 


hood and were rooted in the social, cultural and psychological com 


plexities of their environment A better understanding of the 


individual, the family setting, and the factors that motivate eat 
ing behavior will stimulate the development of new approaches to 
the problems of nutrition education, to the end of improving our 
services to those who seek our help AuTuors’ SUMMARY 


Cuusip, E. anp Lapin, J. H.: StGMotposcory IN THE DIAGNOSIS 
or AMEBIASIS AND Utcerative Couitis in INFANTS AND CHIL- 
pren. (New York State Journal Medicine, 55:2195, Aug. 1, 
1955). 

Four cases of amebiasis and three cases of ulcerative colitis in 
infants and children have been presented, in which the diagnosis 
was not established until sigmoidoscopy with examination of the 
aspirated mucosal exudate was yx rformed. These 7 cases did not 
present diarrhea as the chief complaint, but instead there were 
such diverse symptoms as developmental failure, arthralgia, epi 
staxis, vomiting, abdominal pain, and fever of unknown etiology 
It is suggested that sigmoidoscopy is an exceedingly useful aid im 
the diagnosis of these two conditions and that it presents no danger 
to the infant or child when performed carefully and skillfully. 

AutTHuors’ SUMMARY. 
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BOOK REVIEWS 
ApvaNnces IN Pepiarrics. Volume VII. Edited by S. Z. Levine, 
M.D. Cloth. Pp. 351. Illustrated. Price $8.00. Chicago; Year 

Book Publishers, 1955. 

This present volume is the newest addition to an excellent series 
of books presenting concise and yet complete reviews of timely 
subjects. This seventh volume contains seven articles: Fibrous 
Defects in Cortical Walls of Growing Tubular Bones, by John 
Caffey; The Urinary Tract in Childhood, by Meredith F. Camp- 
bell; Malnutrition in Infancy and Childhood, with Special Reference 
to Kwashiorkor, by Federico Gomez et al.; Phonocardiography in 
Children, by Edgar Mannheimer; Infantile Cerebral Palsy, by 
Meyer A. Perlstein; Mucoviscidosis, by Harry Shwachman and 
Hugo Leubner ; Congenital Magacolon, by Orvar Swenson. The 
subjects of Kwashiorkor, Cerebral Palsy and Muscoviscidosis are 
receiving increasing attention lately and these reviews make excel- 
lent additions to the recent literature. 

Micnaer A. Brescia, M.D. 


Triumeu or Love. By Leona S, Bruckner, Cloth. Pp. 213. Price 

$3.00. New York: Simon and Schuster, 1954. 

Mrs. Bruckner has written a book recounting her problems and 
experiences as a result of giving birth to a handicapped child, 
the handicap consisting of a congenital absence of practically both 
arms. The book is simply written yet is replete with emotional 
impact. The emotional impact of the birth of such a child to the 
parents and the medical attendants seems almost insurmountable. 
The story of rejection and finally total acceptance of the child 
by the parents makes a gripping story. How to tell a new mother 
that she has delivered a handicapped child, regardless of the type 
of handicap, taxes any medical attendant’s ingenuity The choice 
of words and the attitude of the attending physician are most 
important. I wonder if the use of the word “monstrosity” in 
describing the child to the mother soon after birth was wise; 
also trying to dispatch the newborn with the aid of the father, 
while keeping the mother in the dark as to the true state of 
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affairs, was the best course to adopt. I feel that these two points 
added immeasurably to the mental anguish and turmoil of these 
parents. How these parents met their problem shows that most 
human beings, when put to the test, can bring out their best 
qualities and become dedicated beyond their own immediate prob 
lem. The particular problems which arise in caring for and rear 
ing a child without arms are of great value for the phsyician who 


might need this information to guide and soothe some other 
parents. This book is of value for the physician and for the gen 
eral public since not the least of the troubles of the parents of a 
handicapped child is the inconsiderate and ignorant attitude of the 
neighbors. Mrs. Bruckner is to be commended for writing of her 
experiences with such a child A. Brescia, M.D 


Frerocystic Diskase or THE Pancreas. A Congenital Disorder 
of Mucus Production—Mucosis. By Martin Bodian, M.D. 
Cloth. Ilustrated. Pp. 244. Price $9.50. New York: Grune 
& Stratton, Inc., 1953. 

The meat of this monograph is a pathological study of a most 
interesting disease which is receiving lately a great deal of atten- 
tion. This volume also contains a brief protocol of the 116 cases 
on which the author bases his discussion and conclusions. Many 
names have been suggested for this condition — most recently 
mucovisidosis and the author’s suggestion of mucosis because of 
the essential pathology which is a disturbance of the mucus 
secreting cells not only of the pancreas and the lungs but also 
of the salivary glands and gastro-intestinal tract In the final 
chapter the author discusses briefly pancreatic dysplasias which 
differ essentially from the mucosis in that the pathology is limited 
to the pancreas as a pancreatic disease only and not a disturbance 
of the mucus secreting glands of which the pancreas happens to 
be one. This is a valuable book. Micnaer A. Brescia, M.D. 


Tue MANAGEMENT OF MentAL Dericiency CHiLoren, By 
I. Newton Kugelmass, B.S., M.A., M.D., Ph D., Sc.D. Cloth 
Illustrated. Pp. 312. Price $6.75. New York: Grune & Strat 
ton, Inc., 1954. 

This book constitutes an excellent classification of mental dis- 
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orders of childhood. It attempts to bring order into a most 
complex and diverse subject. The only valid criticism one might 
have is that the book is mistitled, since only some seventy pages 
are devoted to the management of mental disorders and the re- 
mainder of the book to diagnosis, classification, etc. The book 
nonetheless is of great value. Micwaec A. Brescia, M.D. 


HEARING THERAPY ror CHILDREN. By Alice Streng, M.A., War- 
ing J. Fitch, M.A., Le Roy D, Hedgecock, Ph.D., James W. 
Phillips, M.D. and James A. Carrell, Ph.D. Cloth. Pp. 371. 
Illustrated. Price $6.75. New York: Grune & Stratton, Inc., 
1955. 

This book is primarily intended for the teacher who is to be 
specially trained to teach the child with a hearing handicap. The 
subject is well presented and illustrated. The problem is properly 
introduced by a review of the anatomy involved and the more com- 
mon causes of hearing impairment. Early case finding is empha- 
sized as well as the social implications to the child of a hearing 
loss. The appendix to the book contains a bibliography as well 
as a listing of the various hearing rehabilitation centers throughout 
the country. Micwaex A. Brescia, M.D. 


PROLONGED NEONATAL JAUNDICE as GUIDE TO EArLy Diac- 
NOSIS OF CONGENITAL Myxepema. (Nord. med., 52:1759-1761, 
Dec, 16, 1954). On the basis of a personal case and cases from the 
literature Akerrén calls attention to the not frequent coincidence of 
neonatal jaundice of physiological type with duration of six weeks 
or more and congenital myxedema. The association is believed not 
to be accidental. Acquaintance with the syndrome should facilitate 


early diagnosis of congenital myxedema and thus allow timely start 
of treatment. In cases of neonatal jaundice of unusually prolonged 
duration but of physiological type observation and control are 
advised until the diagnosis of congenital myxedema can be made or 


excluded.—J/.A.M.A. 
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Desitin Ointment has proven its soothing, 
protective, healing qualities’* in over 30 
years of use on millions of infants in... 


DIAPER RASH - DERMATITIS - INTERTRIGO - IRRITATION 


Tubes of 1 oz., 2 o2., 4 o2., and 1 Ib. jars, 


DESITIN ctiemica. company 


70 Ship Street - Providence 2, R. |. 
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Smatt pocket sine Wo sting Wo fess 


Children easily learn to we Neo-Sysephrine 
Pediatric Nasal Spray themselves without any 
adult assistance of fussing. 


Abo suttable for advits who prefer on extre 
mild nasal sprey. 


he = 
For Nasal 
Congestion in Childun 
we decongestant for colds, sinusitis, hay fever oer 
and ollergie rhinitis, is now aveilable in a 
form especially well sulted for children: 
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